
Dr. Hamilton speaks of a case that he delivered
three times artificially with success, after the tenth
menstrual period was passed.

The following synopsis is given in Taylor's " Medi-
cal Jurisprudence " :

Dr. Murphy fixes the maximum of duration yet
known at 324 days ; Dr. Meigs, at 325 ; Dr. Bentley,
at 291; Dr. Reid, at 293; Dr. Skey, at 293; Dr.
Macilum, at 293 ; Dr. Ashwell, at 300 ; Dr. Steathy,
at 298 ; Dr. Power, at 325 ; Mr. Chattaway, at 330 ;
Dr. Duncan, at 300.

Mr. Duncan gives a case of first pregnancy of 300
days duration, second and third cases each 285 days,
and a fourth 325 days, all in the same woman. Atlee
gives two cases lasting 365 days.

There are some legal aspects of the subject which
may be of interest. In England the period of gesta-
tion is not fixed by law. By some authorities 40
weeks or 280 days are allowed ; by others, 43 weeks
or 301 days are given as a limit.

In the United States, a decision in favor of pater-
nity has been made in a case where gestation extended
to 45 weeks and 2 days.

Legitimacy was disallowed in England where preg-
nancy was protracted to 44 weeks and 3 days.

In Germany it is laid down that gestation may be
prolonged to 301 or 308 days, but not beyond that
time. The general law of Germany places the period
for ordinary gestation among women not married, at
285 days ; but for a married or divorced woman, or a

widow it allows 302 days.
In France legitimacy is allowed within 300 days;

in Prussia, within 302 days ; in Scotland, not after
the tenth month.

Hohl, who records these facts, thinks that there is
injustice in any fixing of rules regarding time ; and
advises that in exceptional cases a period of from 322
to 336 days should be admitted. It is more reasona-
ble to leave the question open than to assign any arbi-
trary limit, to which there must necessarily be excep-
tions now and then. His reasons for so thinking are :

(1) The ripening of the ovum in the ovary does not
take an equal time in all women. (2) The ripe ovum
does not always leave the ovary at a fixed time. (3)
Coitus is not always effected at the time when the
ovum lies ready for fertilization, which may be shortly
before or immediately after menstruation. (4) The
spermatozoa may meet the ovum in the uterus, or

tube, or upon the ovary, and each will make a differ-
ence in time. (5) All foetal life does not mature at
an equal period. The effect of these irregularities
upon the child, does not seem to have been generally
noticed, and this may be taken as- evidence that its
condition at birth is not materially changed. In the
reports of cases referred to in this paper, very few of
the children are spoken of as exceeding the normal
size. One or two monsters are alluded to ; and the case
of Dr. Henderson where the child weighed sixteen and
one-half pounds, is an isolated one.

This very fact of the non-increase of the child,
seems to me one of the strongest arguments against
the extension of gestation beyond the normal period.
It is hard to imagine that with all the conditions fav-
orable to continued increase, growth should stop at an

arbitrary date,
—

yet this is what we are to infer from
the reports. With gestation prolonged from two to
sixteen weeks, the labors are not spoken of as difficult,
except in a single instance.

- *

Of course where no evil results are apparent, there
is little to recommend in the way of treatment. We
can imagine occasions, wherein the induction of labor
at the expiration of the ten lunar months, might be
called for, and would be quite justifiable. Hydro-
cephalic monsters, cases like that of Dr. Henderson,
and others where the life of the child might be im-
perilled would certainly justify such measures. Per-
sonally I would feel no hesitation in interfering.

In conclusion, I must apologize for the unsatisfac-
tory character, and lack of practical value, of this
paper. The subject is a curious and interesting one ;
but the only well established fact connected with it
as yet seems to be that there really is very little
known about it.

My thanks are due Messrs. Foote and Morrison,
house-officers of the City Hospital, for valuable assis-
tance in the preparation of this paper.

SIX CASES OF UTERINE DISPLACEMENTS
TREATED BY SHORTENING OF THE ROUND
LIGAMENTS, WITH REMOTE RESULTS.1

BY CHARLES P. STRONG, M.D.,
Physician to Out-patients at Massachusetts General Hospital, Assis-

tant Surgeon Free Hospital for Women, Assistant in Gyn\l=ae\cology,Harvard Medical School.
The operation to which the attention of the Soci-

ety is invited this evening ranks as a comparatively
new one, and has not, as yet, a definite value assigned
it; a result largely due to the insufficient lapse of
time that has been allowed between the performance
of the operation and the reporting of the cases. It has
its earnest advocates and equally vigorous opponents.
I do not propose to burden you with anatomical de-
tails or facts, except such as have arisen in my own

experience and the deductions which 1 have drawn
from my own series of cases.

To avoid repetition I will give in detail the pro-
cedures I have followed in all my cases. I have
aimed to make the operation as thoroughly aseptic as
a laparotomy. I make an incision directly upon the
spine of the pubis and locate the external opening of
the inguinal canal, clearing away the edges of the
ring, raise the little mass of fat lying just inside, and,
separating it by director and knife from the sides of
the canal, draw it out until the round fleshy-looking
fibre of the round ligament appears ; exercising great
care not to separate the proximal end of the ligaments
from its fastenings. The fullest development of the
ligament is not reached until an inch or more is drawn
out. I free two or three inches of the ligament in
this manner, handling it with great care and similarly
treat the ligament of the other side. An assistant then
lifts the uterus, vaginally, to its proper level and po-
sition, and any further slack of the ligaments is drawn
out, and secured to the pillars of the ring by fine silk
sutures.

The surplus mass of the ligaments is then folded
upon itself and packed away, forming a plug in the
ring, and the external wound closed without drainage.
Dry occlusive dressing is applied, which is left undis-
turbed a week. A support inserted that will retain
the uterus in its proper place and take all strain from
the ligaments. The patient kept quietly in bed for
two weeks.

Case I. Mrs. C, multípara, forty-two years old.
1Read before the Obstetrical Society of Boston, January 13, 1888.
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The patient had been under my care since 1882 with
rectal disease, which I found to be due to prolapse of
the uterus, and temporarily remedied by pessaries.
The uterus, which measured three-and-one-half inches,
was anteverted, and so imperfectly sustained that any
support that prevented its sagging between the lateral
bars was necessarily of such size or shape to incommode
the patient and not infrequently cause erosions in the
vagiua. When wearing no support, the patient com-

plained of constant pain through the rectum being
often confined to bed by it. The first of August, 1886,
I operated in the manner described above. Three-
and-one-half inches of ligament were drawn out and
secured on each side. There was no material differ-
ence in the size of the ligaments. A suitable pessary
was adjusted, which was worn two months without in-
convenience, then permanently removed.

The patient has been examined from time to time,
the last examination being made January, 1888, one

year and five months from date of operation. 1 find
the uterus occupying as high a place'iu the pelvis as

immediately subsequent to the operation. The pa-
tient is cured.

Case II. MissK., age twenty-eight, single. Chronic
rétroversion and retroflexion without adhesion. Symp-
toms : Backache and pain in both iliac regions ; ina-
bility to stand. This patient had been under my ob-
servation for three years, during which time she had
worn various pessaries, each of which afforded relief,
but each of which also caused erosions in the posterior
cul-de-sac of the vagina so that their use was intermit-
tent and unsatisfactory. I operated in April, 1887,
in the usual manner. There was a great deal of diffi-
culty experienced from the thickness of the abdominal
walls. I find in January, 1888, the uterus in perfectly
normal position. The patient has been working as
cook in a large hotel, and has not the slightest return
of her old symptoms.

Case III. Mrs. S., aged forty-five years, multípara.
Referred to me in May, 1887, by Dr." W. L. Richard-
son. She had prolapse, the cervix just appearing
through the vulva; areolar hyperplasia of uterus;
and bilateral laceration of the cervix ; rectocele, and
cystocele of small size.

The symptoms were backache, attendant upon
walking. I first repaired the cervix and on June 1,
1887, the eighth day subsequently, operated as de-
scribed above for shortening the round ligaments. On
the first of January, 1888, I found the uterus in its
normal position and decreased in size to less than
three inches. There was no rectocele, veryr slight cys-
tocele. No longer any complaints of pelvic symptoms.

Case IV. Mrs. S., aged forty-five, referred to me

by Dr. W. L. Richardson. Procidentia, lacerated
cervix, rupture of perineum through sphincter, and of
recto-vaginal septum. Rectocele and cystocele. The
cystocele was covered by an immense ulcération from
friction between the thighs.

I repaired the cervix and perineum in April, 1887,
keeping the patient under observation for two weeks
after she was about. The uterus stayed nicely in
place, but in May she returned with procidentia as

complete as before. The newly-made sphincter was

perfect, but the so-called " perineal body," had com-

pletely flattened out, July 4th I operated for short-
ening the round ligaments. Seven inches of ligament
on each side were drawn out before the uterus was
fixed in its proper position. The rectocele disappeared,

but the cystocele though improved, was not removed ;
on separating the vulva, a knuckle of the anterior vag-
inal wall was seen protruding. The patient was ex-
amined at intervals of a month with uniformly satis-
factory results. The middle of December the uterus
was found perfectly in place, the cystocele unchanged.
Six-and-a-half months having now gone by, during
which the patient had performed the usual household
tasks of a poor woman, I felt justified in considering
the operation a success, but to avoid any possible
error, on January 2d, I again examined her and found
the position just as bad as before, the uterus prociden-
ted ; lying entirely outside the vulva, with a large ulcer
upon it from friction. The patient said it came down
without warning, and not in consequence of any un-
usual strain, within a few days of her previous visit.

Case V. Mrs. M., aged thirty years, multípara.
Retroflexion and rétroversion of uterus, prolapse
and enlargement of right ovary, prolapse left ovary.
Parametritic inflammatory adhesions. Symptoms:
Backache, constant bearing-down pains in the pelvis
that prevented locomotion. Recurrent attacks of pel-
vic inflammation.

The patient had been under my care for more than
a year, during which time she had the routine treat-
ment, including many and various-shaped pessaries,
which rendered her condition somewhat more endur-
able than when they were not worn. But the ovaries
were an obstacle that prevented constant use of any
pessary. From my notes, I find that no one form of
support afforded relief beyond the period of one
month. She was desirous of any operation that
afforded a hope, however remote, of relief.

In the operation, performed June 28, 1887, I had
the pleasure of assisting Dr. H. H. A. Beach, through
whose courtesy I include the case among my own, as,
except the immediate operation, the patient was en-

tirely under my charge. The operation was per-
formed in the usual manner, except that the two inci-
sions were prolonged until they met in the median
line, just above the pubes, and the ligaments were

brought across the space, thus exposed and stitched
to each other. The patient has been greatly relieved,
not cured, nor do I expect her to be until the inflam-
matory exudation on the right is gone. All she
suffers from now is pain of a neuralgic character,
which affects the right side only. She takes plenty
of exercise, and is vastly improved in general health.
Anatomically, the operation has been a success. The
uterus is in normal position, the ovaries are no longer
prolapsed, and there has been a diminution of, at
least, one-half in the enlarged ovary. The patient
was examined the last of December.

Case VI. Mrs. R., age, sixty-eight ; multípara.
Procidentia, uterus between the thighs, and ulcerated ;
rectocele and cystocele. Symptoms : She declared the
procidentia was brought on by falling down stairs,
and, as she had visions of securing damages. I have
attached no value to subjective statements.

I operated November 1, 1887, in the usual manner.
An abdomen, pendulous with fat, added greatly to the
difficulty of the operation, and the ligaments were un-

usually adherent to the walls of the canal. Convales-
cence was modified by the patient removing the dress-
ings in a few hours, and rubbing her dirty hands over
the wounds, and by daily repetition of the offence, so

that, for the only time, I failed of complete union by
first intention. Every stitch-hole was an outlet for
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pus ; also, the patient got out of bed and walked
about at the end of a week, and was thoroughly un-

manageable. Still the ligaments held, and when I
examined her, a week ago, the uterus was held high
up, and then, two months after the operation, seemed
firmly in place. With vulva opened, expulsive efforts
showed cystocele and rectocele still present, but not
protruding.

Disease for which
Operation was Per-

formed. c»3 |« g03

,SoLo"ö

sis» s-s«!

Anteversion, enlarged
uterus, prolapse, with

rectal symptoms
Good 1st
intention Good

 

Good

Rétroversion and retro-
II flexion, without ad-

hesion
Good 1st
intention Good

jjT ¡Prolapse, areolar hy-
perpla.«ia of uterus'

IV

VI

Good 1st
intention Good

Procidentia, rectocele] öood l8tand cystocele, hyper-iin uplasta of uterus

Failure
(good
for 5
mos.)

Retroiiexion, prolapse,
and enlargement of \ovaries, parametritic ¡adhesions

Good Good

Good.
Procidentia, rectocele, Suppura-

cystocele. tion botli
incisions

Good

Good

Good

Failure
(good
for 5
mos.)

31

31
and 4

Good

Good 31
and 4

The tabulation of these cases show that the two
in which were backward, and the one of forward
displacements, accompanied by various complications,
adhesions, prolapsed ovaries, etc., have been cured by
this operation. The one of prolapse of the uterus,
unaccompanied by cystocele and rectocele, has also
been cured.

The one of complete prolapse, with large cystocele
and rectocele, although for a considerable time appar-
ently cured, has proven since to be a failure. In this
patient seven inches of the ligaments were drawn out
on each side, and this suggests the explanation that
possibly there may be an abnormal tendency for the
ligaments to be elongated.

The one of complete prolapse, with rectocele and
cystocele, that has had but two months of convales-
cence, is entitled to a very guarded prognosis as to
care, and I have advised operating upon these latter
complications.

From my own experience, I think it may safely
be said there is no difference in the size of the
ligaments dependent upon age or child-bearing.There is often a considerable variation between the
ligaments of opposite sides. I have preferred to use
the redundant portion of the ligaments to plug the
external ring, instead of removing it, for two reasons:
to lessen any possible danger of hernia, and to ensure
that the patient's condition shall be no worse than
before, in case the ligament should break away from
its fastenings. There is but little danger of its slough-ing if care be used in handling it.

The operation is not one of so great difficulty as
has been claimed. Care in determining the land-
marks, and delicacy of touch, rather than of sight, are
its particular requisites. Of its dangers, the first is
pyaemia, which appears as the one cause of mortality,
and naturally suggests the question of sepsis ; the other
is of hernias in the wounds, which, 1 think, the method
of closing the ring by the superfluous ligament will

decidedly lessen. So far, I have escaped both acci-
dents.

As yet, I have subjected no patient to this opera-
tion until I have made a thorough trial of non-surgical
measures for her relief and failed, but I feel sure
that in certain cases in the future I shall operate much
sooner.

Backward displacements of the uterus which can be
replaced, even if complicated by adhesions or displaced
ovaries, can by this means be cured, and our hospital
clinics relieved of the large number of women whose
treatment by pessaries is unsatisfactory both to them-
selves and us. It will be less often the operation is
demanded by those who have time and money for
other forms of treatment; but even among these will
be found an occasional case where a prolapsed ovary
or elastic adhesions interfere with the proper adjust-
ment of a support.

I am not at all hopeful that in this operation will
be found the cure for procidentia when there is a

cystocele or rectocele of any considerable size, unless
it be supplemented by the usual operations for these
lesions. This conclusion is disappointing, and I trust
future operations may prove it wrong.

Clinical Memorandum.

THREE CASES OF "HEREDITARY" LOCOMO-
TOR ATAXIA (FRIEDREICH'S DISEASE).1

BY GEORGE B. SHATTUCK, M.D.,
Instructor in Clinical Medicine, Harvard Medical School, and in the

Boston Polyclinic.
I have only had time to write out these cases

in the briefest possible manner. I regret it the less
that the discussion of the previous paper has been
rather long. I have not gone into the question of
differential diagnosis or of pathology. This I regret
the less because a paper was read upon the same sub-
ject by Dr. W. Everett Smith,2 some two years ago.
So it is not necessary to go over the same ground so
soon before the Society again. Dr. Smith is here to-
night, and he has sections of the cord which were
made from one of his cases.

I had hoped that I would be able to show them to
the Society, for specimensof the cord from these cases
are very rare, as the autopsies have been very few ;
but unfortunately there is no microscope in the build-
ing, and I would take this opportunity, although not
quite in order, to express the hope that some gentle-
man who has finished with his microscope, whether he
is moribund or has ceased to take an interest in the
subject, would give his microscope to the Library As-
sociation, rather than give it any more old books. I
think it would be a very useful variation. The case

reported which came under my own observation, ex-
hibits most of the characteristic symptoms as they
generally appear.

In regard to the frequency of these cases, in 1884
some forty cases had been tabulated. When Dr.
Smith read his paper, he tabulated all the cases that
were found up to that time. There were fifty-four
tabulated cases, and subsequently, before he published
the paper, he had heard of eight other cases, and he has
heard of five since. This would make sixty-seven in

1 Read before the Clinical Section of the Suffolk District Medical
Society, January 11, 1888.

2 Journal, Volume CXIII, p. 361.
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